
APPOINTMENT OF VETERANS SERVICE ORGANIZATION
 AS CLAIMANT’S REPRESENTATIVE

OMB  Approved  2900-0321
Respondent Burden: 5 minutes

 1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3. NAME ONLY OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES
 4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)

 6A. SERVICE NUMBER(S)  6B. BRANCH OF SERVICE

7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)

VA FORM
AUG 2000

21-22 SUPERSEDES VA FORM 21-22, JUN 1996,
WHICH WILL NOT BE USED. CLAIMS FOLDER 1

9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP
    Code)

10. CLAIMANT’S TELEPHONE NUMBER (Include Area Code)

 NOTE: Complete Item 12 only if claim filed for disability insurance benefits.
 12. TYPE OF DISABILITY INSURANCE BENEFITS FILED FOR

NSLI AND USGLINSLI USGLI

I, theclaimantnamedin Items1 or 7, herebyappointtheserviceorganizationnamedin Item 3 asmy representativeto prepare,present
and prosecute my claim for any and all benefits from the Department of Veterans Affairs based on the service of the
veterannamedin Item 1. I authorizethe Departmentof VeteransAffairs to releaseany andall of my records(other than as provided
in Items 13 and 14) to that serviceorganizationappointedas my representative.It is understoodthat no fee or compensationof
whatsoevernature will be chargedme for service renderedpursuant to this power of attorney. I understandthat the service
organization I have appointed as my representative may revoke this power of attorney at any time, subject  to
38 C.F.R.    20.608.  Signed and accepted subject to the foregoing conditions.

13.AUTHORIZATION FOR REPRESENTATIVE’S ACCESS TO RECORDS PROTECTED BY SECTION 7332,TITLE 38,
U.S.C.
UnlessI checkthe box below, I do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatment for drug abuse,alcoholism or alcohol abuse, infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

I authorize theVA facility havingcustodyof my VA claimantrecordsto discloseto theserviceorganizationnamedin Item 3 all treatment
recordsrelatingto drugabuse,alcoholismor alcoholabuse,infectionwith thehumanimmunodeficienceyvirus (HIV), or sicklecell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentative,otherthanto VA or theCourt of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent.This authorizationwill remainin effect until the earlier of the following events:(1) I
revokethis authorizationby filing a written revocationwith VA; or (2) I revokethe appointmentof the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC
 15. SIGNATURE OF CLAIMANT (Do Not Print)  16. DATE SIGNED

VA
USE

ONLY

 VA FORM 21-22-1 SENT TO: REVOKED (Reason and date)

 CH. 30  DEA FILE

INSURANCE
FILE

 CER FILE

LG FILE

 EDU FILE

 ACKNOWLEDGED
 (Date)

 DATE SENT

NOTE:  As long as this appointment is in effect the organization named herein will be recognized as the sole agent for presentation of
your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

  11. DATE OF THIS APPOINTMENT

 A. DAYTIME  B. EVENING

 (          ) (          )

14. LIMITATION OF CONSENT. My consent in Item 13 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol 
      abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

ss

 IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM



RECOGNIZED SERVICE ORGANIZATIONS

Membership in an organization is not a prerequisite to appointment of the organization as claimant’s representative.

The following is a listing of National Organizations recognized by the Secretary in  the preparation, and prosecution of claims under
laws administered by the Department of Veterans Affairs.

American Legion
American Red Cross
American Veterans Committee
AMVETS
American Ex-Prisoners of War, Inc.
American Defenders of Bataan and Corregidor, Inc.
American GI Forum, National Veterans Outreach Program
Army and Navy Union, USA
Army and Air Force Mutual Aid Association
Blinded Veterans Association
Catholic War Veterans of the U.S.A.
Disabled American Veterans
Fleet Reserve Association
Gold Star Wives of America, Inc.
Italian American War Veterans of the United States, Inc.
Jewish War Veterans of the United States
Legion of Valor of the United States of America, Inc.
Marine Corps League

Military Order of the Purple Heart
National Amputation Foundation, Inc.
National Association of County Veterans Service Officers,
Inc.
National Veterans Legal Services Program
National Veterans Organization of America
Non Commissioned Officers Association of the USA
Navy Mutual Aid Association
Paralyzed Veterans of America, Inc.
Polish Legion of American Veterans, U.S.A.
Swords to Plowshares, Veterans Rights Organization
The Retired Enlisted Association
United Spanish War Veterans of the United States
Veterans of Foreign Wars of the United States
Veterans of World War I of the U.S.A., Inc.
Veterans of the Vietnam War, Inc.
Vietnam Era Veterans Association
Vietnam Veterans of America

Although agency titles vary, the following States and possessions maintain veterans service agencies which are recognized to present
claims.

Alabama
American Samoa
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Florida
Georgia
Guam
Hawaii
Idaho

Illinois
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Minnesota
Mississippi
Missouri
Montana
Nebraska

Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Northern Mariana Islands
Ohio
Oklahoma
Oregon
Pennsylvania

Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Virgin Islands
Washington
West Virginia
Wisconsin

PRIVACY ACT INFORMATION : The information requestedon this form is solicited under38 U.S.C. 5902,which authorizes
VA to recognizerepresentativesof certainorganizationsfor thepreparation,presentation,andprosecutionof claimsfor VA benefits.
We will usethe information to recognizethe serviceorganizationyou namedto act on your behalf and to identify any VA records
which VA maydiscloseto theserviceorganizationunder38 U.S.C. 5701(b). Exceptfor informationprotectedby 38 U.S.C. 7332,
the serviceorganizationis not prohibited from redisclosingrecords. Provisionof the requestedinformation is voluntary, but your
failure to provide us the information could impedethe recognition of the serviceorganizationas your representativeand/or the
identification of disclosablerecords. The Privacy Act authorizesVA to disclosethe requestedinformation outsideVA for certain
routineuses,which havebeenpublishedin the FederalRegisterwith referenceto a VA systemof recordsentitled, "Compensation,
Pension,Education,andRehabilitationRecords-VA(58VA21/22). Suchroutine usesinclude debt collection, civil or criminal law
enforcement,communicationswith membersof Congressor other representatives,benefitsdelivery, programadministration,and
personnel administration.
RESPONDENT BURDEN: VA may not conduct or sponsor,and respondentis not required to respondto this collection of
information unlessit displaysa valid OMB Control Number. Public reportingburdenfor this collectionof information is estimated
to average5 minutesper response,including the time for reviewing instructions,searchingexisting data sources,gatheringand
maintaining the data needed,and completingand reviewing the collection of information. If you have commentsregardingthis
burdenestimateor any otheraspectof this collectionof information,call 1-800-827-1000for mailing information on whereto send
your comments.

ss

ss
ss



APPOINTMENT OF VETERANS SERVICE ORGANIZATION
 AS CLAIMANT’S REPRESENTATIVE

OMB  Approved  2900-0321
Respondent Burden: 5 minutes

 1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3. NAME ONLY OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES
 4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)

 6A. SERVICE NUMBER(S)  6B. BRANCH OF SERVICE

7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)

VA FORM
AUG 2000

21-22 SUPERSEDES VA FORM 21-22, JUN 1996,
WHICH WILL NOT BE USED. SERVICE ORGANIZATION  2

9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP
    Code)

10. CLAIMANT’S TELEPHONE NUMBER (Include Area Code)

 NOTE: Complete Item 12 only if claim filed for disability insurance benefits.
 12. TYPE OF DISABILITY INSURANCE BENEFITS FILED FOR

NSLI AND USGLINSLI USGLI

I, theclaimantnamedin Items1 or 7, herebyappointtheserviceorganizationnamedin Item 3 asmy representativeto prepare,present
and prosecute my claim for any and all benefits from the Department of Veterans Affairs based on the service of the
veterannamedin Item 1. I authorizethe Departmentof VeteransAffairs to releaseany andall of my records(other than as provided
in Items 13 and 14) to that serviceorganizationappointedas my representative.It is understoodthat no fee or compensationof
whatsoevernature will be chargedme for service renderedpursuant to this power of attorney. I understandthat the service
organization I have appointed as my representative may revoke this power of attorney at any time, subject  to
38 C.F.R.    20.608.  Signed and accepted subject to the foregoing conditions.

13.AUTHORIZATION FOR REPRESENTATIVE’S ACCESS TO RECORDS PROTECTED BY SECTION 7332,TITLE 38,
U.S.C.
UnlessI checkthe box below, I do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatment for drug abuse,alcoholism or alcohol abuse, infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

I authorize theVA facility havingcustodyof my VA claimantrecordsto discloseto theserviceorganizationnamedin Item 3 all treatment
recordsrelatingto drugabuse,alcoholismor alcoholabuse,infectionwith thehumanimmunodeficienceyvirus (HIV), or sicklecell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentative,otherthanto VA or theCourt of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent.This authorizationwill remainin effect until the earlier of the following events:(1) I
revokethis authorizationby filing a written revocationwith VA; or (2) I revokethe appointmentof the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC
 15. SIGNATURE OF CLAIMANT (Do Not Print)  16. DATE SIGNED

VA
USE

ONLY

 VA FORM 21-22-1 SENT TO: REVOKED (Reason and date)

 CH. 30  DEA FILE

INSURANCE
FILE

 CER FILE

LG FILE

 EDU FILE

 ACKNOWLEDGED
 (Date)

 DATE SENT

NOTE:  As long as this appointment is in effect the organization named herein will be recognized as the sole agent for presentation of
your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

  11. DATE OF THIS APPOINTMENT

 A. DAYTIME  B. EVENING

 (          ) (          )

14. LIMITATION OF CONSENT. My consent in Item 13 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol 
      abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

ss

 IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM





APPOINTMENT OF VETERANS SERVICE ORGANIZATION
 AS CLAIMANT’S REPRESENTATIVE

OMB  Approved  2900-0321
Respondent Burden: 5 minutes

 1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3. NAME ONLY OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES
 4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)

 6A. SERVICE NUMBER(S)  6B. BRANCH OF SERVICE

7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)

VA FORM
AUG 2000

21-22 SUPERSEDES VA FORM 21-22, JUN 1996,
WHICH WILL NOT BE USED. COPY  3

9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP
    Code)

10. CLAIMANT’S TELEPHONE NUMBER (Include Area Code)

 NOTE: Complete Item 12 only if claim filed for disability insurance benefits.
 12. TYPE OF DISABILITY INSURANCE BENEFITS FILED FOR

NSLI AND USGLINSLI USGLI

I, theclaimantnamedin Items1 or 7, herebyappointtheserviceorganizationnamedin Item 3 asmy representativeto prepare,present
and prosecute my claim for any and all benefits from the Department of Veterans Affairs based on the service of the
veterannamedin Item 1. I authorizethe Departmentof VeteransAffairs to releaseany andall of my records(other than as provided
in Items 13 and 14) to that serviceorganizationappointedas my representative.It is understoodthat no fee or compensationof
whatsoevernature will be chargedme for service renderedpursuant to this power of attorney. I understandthat the service
organization I have appointed as my representative may revoke this power of attorney at any time, subject  to
38 C.F.R.    20.608.  Signed and accepted subject to the foregoing conditions.

13.AUTHORIZATION FOR REPRESENTATIVE’S ACCESS TO RECORDS PROTECTED BY SECTION 7332,TITLE 38,
U.S.C.
UnlessI checkthe box below, I do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatment for drug abuse,alcoholism or alcohol abuse, infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

I authorize theVA facility havingcustodyof my VA claimantrecordsto discloseto theserviceorganizationnamedin Item 3 all treatment
recordsrelatingto drugabuse,alcoholismor alcoholabuse,infectionwith thehumanimmunodeficienceyvirus (HIV), or sicklecell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentative,otherthanto VA or theCourt of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent.This authorizationwill remainin effect until the earlier of the following events:(1) I
revokethis authorizationby filing a written revocationwith VA; or (2) I revokethe appointmentof the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC
 15. SIGNATURE OF CLAIMANT (Do Not Print)  16. DATE SIGNED

VA
USE

ONLY

 VA FORM 21-22-1 SENT TO: REVOKED (Reason and date)

 CH. 30  DEA FILE

INSURANCE
FILE

 CER FILE

LG FILE

 EDU FILE

 ACKNOWLEDGED
 (Date)

 DATE SENT

NOTE:  As long as this appointment is in effect the organization named herein will be recognized as the sole agent for presentation of
your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

  11. DATE OF THIS APPOINTMENT

 A. DAYTIME  B. EVENING

 (          ) (          )

14. LIMITATION OF CONSENT. My consent in Item 13 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol 
      abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

ss

 IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM


